Case Report A 20-year-old Caucasian female was first noted to have a heart murmur at age 3 years. At age 16 years and again at 18 years, she was treated for bacterial endocarditis related to i.v. drug abuse. When she was 19 years old, during the third trimester of a pregnancy, she developed congestive heart failure. At age 20 years, because of increasing dyspnea on exertion, fatigue and palpitations, she was referred for the first time to our institution for cardiac catheterization.
TWO TYPES of left ventricular aneurysms are recognized: the true aneurysm and pseudoaneurysm, each generally a complication of transmural myocardial infarction. A true aneurysm communicates with the main ventricular chamber through a wide mouth and its wall is composed of fibrous tissue and some residual elements of myocardial wall.' A pseudoaneurysm communicates with the ventricular chamber through a narrow mouth or ostium and its wall is composed of pericardium, organized blood clot and fibrotic tissue without any element of myocardium. Pseudoaneurysms, in contrast to true aneurysms, tend to rupture. I Less often, a pseudoaneurysm may arise from distinct fibrous structures of the heart: the fibrous ring below either the mitral (annular submitral) or aortic (annular subaortic) valves or the mitral-aortic intervalvular fibrosa (interannular subaortic aneurysm). The mitralaortic intervalvular fibrosa is the junctional tissue between the mitral and aortic valves. Annular subvalvular aneurysms have been reported almost exclusively in black African population, presumably on a congenital or developmental basis.' Echocardiographic findings in a case of annular submitral aneurysm were recently reported.3 Pathoanatomic and angiographic features of pseudoaneurysms of the left ventricular outflow tract due to perforation of mitral-aortic intervalvular fibrosa have been described. '7 In this paper we present the apparently unique M-mode and two-dimensional echocardiographic features of such a pseudoaneurysm detected in a patient with a history of subacute bacterial endocarditis involving the aortic valve. To our knowledge, echocardiographic features of such an aneurysm have not been previously reported.
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Physical Findings
On physical examination, the pulse was 72 beats/ min and blood pressure 116/78 mm Hg. The jugular venous pressure was not elevated. The carotid upstroke was delayed and deformed by a shudder. The lungs were clear to percussion and auscultation. A sustained and mildly diffuse left ventricular impulse was detected in the midclavicular line with an associated systolic thrill along the left sternal border. The first heart sound was normal; the second heart sound was narrowly split. An ejection click was followed by a grade IV/VI ejection systolic murmur that was loudest in the aortic area and radiated to the carotid arteries and the apex of the heart. A grade IJI/VI early diastolic decrescendo murmur was present along the left sternal border. The remainder of the physical examination was unremarkable. The ECG revealed sinus rhythm and was within normal limits. The chest x-ray showed normal heart size. 1A ). An echo-free space lies immediately posterior to the aortic root and is well seen during ventricular 
